The report of the Resource Allocation Working Party recommended that revenue allocations to health authorities should be based, in part, on national patterns of bed usage and local standardised mortality ratios for conditions aggregated according to the chapters of the International Classification of Diseases (ICD). Similar criteria are now being considered for planning purposes by regions.
Introduction
The Report of the Resource Allocation Working Party' (RAWP) recommended that the revenue allocated to health authorities should reflect geographical variation in needs for health services and that measures of need should be independent of geographical variation in the provision and use of health services. It advised that, in calculating revenue targets for non-psychiatric inpatient services, the population of each region should be weighted by national age-sex utilisation rates for each diagnostic condition and that these figures should be weighted by the condition-specific standardised mortality ratios for the region as a proxy measure of geographical variation in morbidity attributable to each condition. For these purposes, the report recommended that diagnoses should be grouped according to the chapters of the International Classification of Diseases (ICD).2 It acknowledged that many common conditions, including some which lead to death, place relatively little demand on health services, but this point was not pursued in any detail in the report. Hospital Activity Analysis has often impressed on us the converse of this-that there are, within each clinical specialty, conditions which place heavy demands on the health service but which are uncommon causes of death,3 and that such diseases often share the same ICD chapter with other unrelated, more commonly fatal diseases.
Any broad classification of disease is to some extent an arbitrary convenience. The ICD classification into chapters is based mainly on either anatomy-for example, diseases of the nervous system and sense organs, diseases of the circulatory system-or pathology-for example, infectious and parasitic diseases, neoplasms. As a result most chapters include a range of disorders which are not necessarily comparable in any meaningful clinical or epidemiological sense. Chapter II, for example, includes carcinoma of the bronchus and fibroids, chapter VI multiple sclerosis and cataract, chapter VII myocardial infarction and varicose veins, and chapter X chronic nephritis and disorders of menstruation. It is misleading that ICD chapter-specific standardised mortality ratios and utilisation rates have been termed "condition-specific" in discussions about resource allocation. It seems inappropriate, at least in concept, to weight utilisation rates for diseases which rarely result in death by mortality ratios which include a numerically important contribution from other, unrelated diseases which share the same ICD chapter. We therefore questioned whether, in practice, this is likely to matter by studying the extent to which diseases that commonly result in inpatient care are also common causes of death.
Method National figures were obtained at the 3-digit level of the ICD on the number of hospital episodes (discharges from and deaths in hospital) from the Hospital In-patient Enquiry,' on the average number of beds used daily for each disease from the Office of Population Censuses and Surveys (OPCS),5 and the total number of deaths ascribed to each disease from the OPCS's mortality statistics.6 1976 was chosen as the latest year for which most of the data used in the study were available in published form.
The ICD allocates 3-digit categories to important individual diseases and to groupings of less important diseases. The number of deaths in England and Wales were plotted against the number of hospital episodes and the average number of beds used daily at the 3-digit level of the ICD. The data were analysed by Spearman's method of rank correlation excluding conditions which accounted for fewer than one in 25 000 deaths, and fewer than one in 25 000 beds used daily, to avoid distorting correlations by including very uncommon causes of both death and use of care. (Rank corrclation was used rather than linear correlation because of the striking statistical non-normality of the data.) We ranked the ICD codes within each chapter in order, according to the number of deaths ascribed to each code. We then accumulated deaths upward from the lowest ranking cause in each ICD chapter to identify those conditions which fell within the least common first and fifth percentiles as causes of death in their chapter. We calculated the number of hospital episodes and the average number of beds used daily for these conditions, and expressed the results as a percentage of all the episodes and of all the beds used daily in the chapter.
We then studied the relation between mortality and the use of care for individual specialties by selecting conditions which are common reasons for hospital care within each specialty but uncommon causes of death. We identified the average number of beds used daily in each BRITISH MEDICAL JOURNAL VOLUME 281 6 DECEMBER 1980 specialty for such conditions from causes of death in the chapter were paralysis agitans, "other cerebral paralysis," and multiple sclerosis. In chapter VII varicose veins and haemorrhoids together accounted for 1000 of hospital episodes but were negligible causes of death. Mortality statistics were dominated by the various codes covering ischaemic heart disease and cerebrovascular disease.
In chapter VIII "other diseases of upper respiratory tract," notably hypertrophy of tonsils and adenoids, deflected nasal septum, and nasal polyp, accounted for a third of all hospital episodes. The commonest causes of death were bronchopneumonia and chronic bronchitis.
In chapter IX dental disorders accounted for 12" of all hospital (excluding prostatic disease but including hydrocoele and redundant prepuce and phimosis) accounted for 380o of episodes and 16% of beds used daily for men. Chronic nephritis and infections of the kidney were the commonest causes of death in the chapter. In chapter XIII "internal derangement of joint" (mainly disorders of the meniscus of the knee), displacement of intervertebral disc, vertebrogenic pain syndrome, bunions, synovitis, bursitis and tenosinovitis, flat foot, hallux valgus, hallux varus, and other similar deformities accounted for 480/ of episodes and 380o of beds used daily but were negligible causes of death.
In chapter XIV cleft palate and lip, congenital anomalies-of genital organs (such as hypospadias, undescended testicle), club foot, and other congenital deformities of limbs were common reasons for use of hospital care but uncommon causes of death. The commonest causes of death were spina bifida and congenital anomalies of the heart and circulatory system. Chapter XVI consists of a miscellany of symptoms and ill-defined conditions. This chapter includes the codes for diagnoses given simply as, for example, abdominal pain, frequency of micturition, cough, and headache. The commonest ascribed causes of death in the chapter were senility and "sudden death (cause unknown)."
All chapters include a very varied mix of diseases and there are, of course, conditions which are expensive to treat but rare and which do not rank highly among the causes of either death or hospital use. A striking feature of the conditions that are common reasons for hospital admission but uncommon causes of death is that they tend to be treated in particular specialties. Table III shows the contribution of some of these diseases to the work load of several surgical specialties in England and Wales. 
Discussion
The validity of using ICD chapter-specific mortality statistics as a proxy measure of need rests on two related assumptions. The first is that diseases are grouped in such a way that there is good reason to believe that mortality rates for each grouping might be a suitable proxy for morbidity. The second assumption, more difficult than the first to test, is that mortality rates do in fact reflect morbidity. We have addressed only the first issue.
Use of ICD chapter-specific data-All ICD chapters include a heterogeneous group of diseases. All chapters except III, IV, and XV contain diseases which are numerically important reasons for hospital admission but very uncommon causes of death. For many of these conditions it is far from self-evident that needs for their care can be assessed by the use of mortality statistics for their chapter. This needs further study but it seems unlikely that ICD chapters constitute the most appropriate grouping of diseases for resource allocation, planning health care, or, indeed, in other circumstances where measures of needs for health services are sought.
Other points which emerged from the analysis also merit comment. Firstly, there are two chapters where a very small number of conditions contribute substantially to the mortality ascribed to the chapter-diabetes mellitus in chapter III, and rheumatoid arthritis, osteoarthritis, and osteoporosis in chapter XIII-but where any geographical variation in mortality rates might be susceptible to variation in certifying the underlying cause of death. Secondly, in general the correlations between deaths and occupied beds were stronger than those between deaths and episodes of hospital care because commonly fatal conditions tend to have longer lengths of stay than, say, elective surgical procedures. Funding and planning according to the RAWP formula implies that the daily cost of conditions with a long average stay is equivalent to the daily cost of conditions with shorter lengths of stay. In practice this probably underestimates the relative resource requirements of many short-stay conditions.
Implications for individual specialties-Because resources are allocated according to "RAWP-weighted" populations, whose derivation includes use of standardised mortality ratios, it seems logical to suggest that individual specialties should be planned on a similar basis.7-9 This is now being undertaken in several regions. For some specialties, however, this would mean that their needs are assessed, in part, on standardised mortality ratios which are irrelevant to them, the most obvious examples being ophthalmology, ear, nose, and throat surgery, gynaecology, and consultant dentistry. A substantial part of the work load of ophthalmology and ear, nose, and throat surgery is concerned with treatment of disorders of the sense organs which are codable to chapter VI, but the main conditions which contribute to mortality ascribed to this chapter are chronic neurological disorders. About half of all admissions for gynaecology are for benign diseases of the female genital system, codable to chapter X, but the main conditions which contribute to mortality in this chapter are chronic nephritis and other renal diseases. The neoplasms treated by these specialties (codable to chapter II) are a relatively small proportion of all neoplasms, and needs for their care are unlikely to be measured by standardised mortality ratios for neoplasms as a whole. The findings also suggest that needs for at least a part of the work load of general surgery, neurosurgery, and plastic surgery are unlikely to be reflected accurately either by chapter-specific or by all-causes mortality statistics. (It follows that departments which support these specialties (such as anaesthetics) should not be planned or funded in full on criteria, such as RAWP-weighted populations, which include the use of mortality statistics.) Account should be taken of the diagnoses treated by each specialty in deciding whether and how to apply mortality data in planning for the specialty. We recognise that this would aggravate a planning problem which already exists, namely that hospital services are planned according to specialty or client group but are funded according to a formula based on ICD chapters rather than specialties. This highlights the need to reconcile the bases of planning and resource allocation.
We have not attempted to be exhaustive in reporting conditions where chapter-specific mortality may not adequately reflect needs. We recognise that this would entail making many arguable assumptions about the possible relation between one disease and another. For example, the validity of using standardised mortality ratios in planning for much of trauma and orthopaedic surgery rests on whether mortality rates in chapter XVII (accidents, poisonings, and violence) adequately reflect needs for services for both major and minor trauma, and on whether mortality rates in chapter XIII, notably from rheumatoid arthritis, osteoarthritis, and osteoporosis, adequately reflect needs for orthopaedic treatment. We have also ignored conditions which account for a relatively small part of each specialty's work load ( We describe the incorporation of screening for hypothyroidism into the national newborn dried-blood screening programme in the Republic of Ireland and present the results of a 12-month pilot study.
Materials and methods
The programme was funded by the Department of Health, and the 12-month pilot study was begun on 1 August 1979. The screening procedure consisted in estimating by radioimmunoassay thyroidstimulating hormone concentrations in heel-stab samples of dried blood. A steering committee was set up, comprising a medical representative from the Department of Health, paediatricians from centres throughout Ireland, a consultant endocrinologist and consultant radiologist, and the laboratory director and clinical biochemists concerned. One of us (SD) acted as secretary and clinical co-ordinator for the study. The committee met monthly to review laboratory results and case records and discuss protocol in relation to developments.
Collection of blood samples-Heel-stab samples are collected on filter
